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State Planunder Title XIX of the Social Security Act OMB NO.: 0938-0673 
State: Massachusetts 

Conditions and Requirementsof Eligibility 

Citation(s) C. Financial Eligibility (cont.) 

1924 of the Act 15. 	 The agency complies withtheprovisions of section 1924 with respect to 
income and resourceeligibility and posteligibilitydeterminations for 
individuals who are expected to be institutionalized for at least 30 
consecutive day; and who havea spouse living in the community. 

When applyingthe formula used to determine the amount of resources in 
initial eligibility determinations,the State standard for community spouses 
is: 

0 themaximum standard permittedby law; 

El theminimum standard permitted by law; or 

$- a standard that is an amount between the minimum and the 
maximum 
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